INTRODUCTION
Chronic Kidney Disease (CKD) has become globally epidemic due to increased life duration and diabetes-hypertension cases. 1 These patients have sleeping problems which decrease quality of life besides dietary restriction, nutritional problems, HD treatment. 2 Sleeping disorders among HD patients is prevalent (50-83%). Metabolic alterations, pain, dyspnea, fatigue, cramp, and peripheral neuropathy cause sleeping problems. In patients with CKD, abnormal cellular interleukin production occurs which causes sleepiness however HD causes sleeping problems by excretion of this sleepinducing substance. 3 Circadian rhythm deteriorates in HD patients because melatonin secretion, which plays the crucial role in biological clock and circadian
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Potential role of B vitamins intake and appetite sleep-wake rhythms and in the onset of the sleep in evenings, decreases when the kidney functions decline. Moreover, nocturnal melatonin secretion was reported to be absent in HD patients. 4 Uremic restless leg syndrome (URL-Synd) negatively affects sleep. Parathyroid hormone levels may also be associated with poor sleep. 5 Tryptophan reducing enzyme indoleamine-2,3-dioxygenase causes tryptophan catabolites increase in HD patients. Inflammatory processes stimulate tryptophan degradation which then triggers sleep disorders. 6 Insufficient sleep in CKD patients is known to cause three important complications (Type 2 Diabetes Mellitus-T2DM, hypertension, obesity). 7 Besides above causes, poor appetite which influences patients' food consumption and nutritional status may have unfavourable effect on sleep. In HEMO cohort, sleep quality of patients was associated with appetite and serum creatinine levels, showing that the more appetite is lost, the more sleep quality score decreases. 8 Patients with good sleep quality were found to eat more meat, cheese, egg and fruits than those with poor sleep quality while albumin, pre-albumin levels and total lymphocyte count were significantly lower of bad sleepers. 9 Dietary protein intake, serum albumin concentrations and appetite were determined as crucial predictors of sleep by Burrowes et al. 10 Monitoring nutritional status and appetite of HD patients are important care standards, 11 however its association with sleep quality is not yet well documented. Therefore this study was planned to examine the nutrition-related factors that may influence patients' sleep quality, in addition to finding out possible dietary implementations for HD patients with poor sleep by excluding the other sleep-deteriorating factors. 12 PSQI provides evaluating quality and amount of sleep, existence of sleep disorder and its severity. PSQI, which has 19 self-rating questions and 5 spouse/roommateanswered questions, was applied with face-to-face interview. Seven items of PSQI evaluate subjective quality, delay, efficiency, duration of sleep, use of sleeping pills, and deterioration in daily living activities. Each answer is scored from 0-3 according to symptom frequency; "0" for never happened, "1" happened for less than once a week, "2" for once or twice a week, "3" for three times a week or more often. Global score ranges from 0-21; higher values show poor sleep quality. Global score ≥5 demonstrates clinically and significantly poor sleep quality. Diagnostic sensitivity is 89.6%; its specificity is 86.5%. 12, 13 Adaptation of PSQI to Turkish patients was done by Agargun et al. 14 
METHODS

Study Population and
Assessment of Dietary Intake:
Food intake was assessed with dietary records for three consecutive days, being two on weekdays and one on weekend. 15 Patients were asked to record their food and beverages consumption under supervision from the family; also foods consumed at HD centre or during treatment were observed and recorded by dietitian. Energy and nutrients content was determined with software (E-bispro for Windows, Germany; Turkish version/BeBiS 7). Statistical Analysis: Data were analysed with SPSS 22.0. Findings were summarized with descriptive statistics (mean±standard deviation, minimummaximum, median); chi-square test was used to compare qualitative data. Independent Samples t or Mann Whitney U tests were used for the mean comparison of variables after normality analysis with Shapiro-Wilk test. Logistic Regression Analysis was used to determine variables affecting sleep quality. In producing the binary logistic regression equation, enter method was used to determine the statistical significance of the variables. Wald test statistics and odds ratio (OR) of the regression coefficients were given in tables.
Better sleep quality in haemodialysis patients: Role of B vitamins intake Patients did not take any treatment for sleeping problems. Global PSQI score was found to be 7.33±3.94 while 37.9% had good sleep quality (PSQI <5) and 62.1% had poor sleep quality (PSQI ≥5).
Socio-demographic characteristics of patients with good and poor sleep quality were similar. Age and gender did not significantly influence sleep quality (p=0.370, p=0.304; respectively) ( Table-I) . Appetite had significant impact on sleep quality (p=0.020) ( Table-II) . Patients with moderate appetite had 3.226 fold higher risk for poor sleep quality compared to patients with good appetite (95% CI; 1.139-9.138), (p=0.027). Also risk for poor sleep quality was 4.194 fold higher in patients with bad appetite compared to patients with good appetite (95% CI; 1.085-16.209), (p=0.038), (Table-II) . Specificity and accuracy of the model for appetite were 100% and 62.1%, respectively.
Biochemical findings of poor and good sleeping patients were similar, except for potassium and serum creatinine. Levels of potassium (4.9±0.7 mmol/L) and serum creatinine (8.5±1.6 mg/dl) of good sleepers were significantly higher than of poor sleepers (4.7±0.7 mmol/L, 6.9±2.1 mg/dl; respectively), (p=0.024 and p=0.043, respectively for potassium and serum creatinine differences), (Table-III) . As level of serum creatinine increased, risk of having poor sleep quality decreased at 0.815 ratio (95% CI; 0.666-0.997), (p=0.046). Potassium level did not influence sleep quality according to the logistic regression analysis (p=0.143), (Table-II) . Specificity, sensitivity and accuracy of the model for potassium were 96.9%, 5.1% and 62.1%. These were determined as 92.2%, 17.9% and 64.1%, respectively for creatinine.
No difference in intakes of energy, protein, fat, carbohydrate, dietary fibre, vitamins A, E, C and minerals was observed between patients with good and poor sleep quality. Dietary intake of vitamins B 1 and B 6 and folate of patients were significantly different. Good sleeping patients consumed significantly higher amounts of above B vitamins (p=0.030, p=0.036, p=0.034; respectively), (Table-IV) . Risk of poor sleep quality decreased at ratios of 0.092 (95% CI; 0.010-0.826), (p=0.033), 0.217 (95% CI; 0.050-0.934), (p=0.040) and 0.994 (95% CI; 0.988-0.999), (p=0.025) as dietary vitamins B 1 , B 6 and folate intake increased, respectively ( Table-II) . Specificity, sensitivity and accuracy of the model for vitamins B 1 and B 6 and folate were 92.2% -28.2% -68%, 89.1% -17.9% -62.1% and 93.8% -23.1% -67%, respectively.
DISCUSSION
Sleeping problems are more common among CKD patients than healthy subjects. 2, 16 In this study, incidence of poor sleep quality (PSQI > 5) was 62.1%. A large number of HD patients (79.0-83.3%) were Dilek Ongan et al. 19 which were higher than found in the present study. Factors affecting sleep quality such as depression, sedatives, URLSynd were excluded in this study, thus prevalence was lower.
Female gender has been found to increase 3.7 times the risk of sleep disorders. 20 It was argued that difference in anxiety and depression between two genders may be the reason. So, exclusion of patients with depression in this study might have eliminated sleep quality difference between male and female patients. Although a decrease in quality of sleep was shown as people age, 19 a relation between age and sleep quality was not found in this study. It was reported that younger HD patients had poorer sleep quality. 21 De Santo et al. 22 reported that age and sleep disorder were not connected each other. Age may not be decisive factor in sleep quality of HD patients.
Protein catabolism raises and muscle mass and total body protein decreases in CKD patients. Eventually developing uremic scene may cause malnutrition. Malnutrition prevalence changes depending on evaluation criteria in HD patients (18-75%) . 23 According to National Kidney Foundation, serum albumin level <3.4 g/dL and creatinine level <8 mg/dl in HD patients before dialysis treatment; >10% of weight loss or >20% excess of weight; protein intake <0.8 g/kg and energy intake <25 kcal/kg show malnutrition. 24 Mean serum albumin level of participants was slightly over 3.4 g/dl in both groups (3.6±0.3 g/dl and 3.6±0.4 g/dl, p=0.206) ( Table-III) . Similarly many studies did not demonstrate a difference. 10, 21, 25, 26 Serum creatinine level, which is the renal failure criteria and reflects muscle mass and nutritional status, was significantly different in two groups (good vs poor sleepers) (8.5±1.6 mg/dl and 6.9±2.1 mg/dl, respectively; p=0.043), ( Table-III) . Also risk of poor sleep quality was lower with the increase in serum creatinine levels (p=0.046). In Burrowes et al's 8 HEMO cohort, the only significant result showing effect of biochemical indicator on sleep quality was serum creatinine, similarly with this study. In another cohort study, it was again reported that HD patients with higher levels of serum creatinine had better sleep quality. 10 Nutrition is crucial for HD patients. Adherence to dietary restrictions and avoiding protein-energy deficit should be provided. There are limited papers on sleep quality and food consumption in HD patients who frequently face with sleeping problems. 9, 10 In a prospective cohort study (7 years-15 centres-1803 HD patients), patients with poor sleep quality were found to have poor appetite. 10 In this study, appetite was the major factor affecting sleep quality. Bad appetite caused higher risk of poor sleep quality. The main mechanisms under loss of appetite in CKD are malnutrition and chronic inflammation. 27 In a study with HD patients, 83.3% of those with protein energy deficit were found to have poor appetite. 28 Adequate energy and nutrients intake and maintaining nutritional status of these patients may improve quality of sleep by their positive impact on appetite. In this study, good sleeping patients were found to eat adequately, especially having significantly higher intakes of vitamins B 1, B 6 and folate (Table-IV) . Inadequate intake of vitamin B 1 for 21-28 days is known to cause emotional sensitivity, loss of appetite, constipation, nausea/vomiting as well as folate deficiency inducing appetite loss. 29 There is abundant research about prevalence of B vitamins deficiency in HD patients whereas -to the authors' knowledge-there is not enough study investigating the association between B vitamins deficiency and sleep. Dietary inadequacy of B vitamins and losing these nutrients by dialysis may cause deficiency-induced appetite loss which may affect sleep quality. Further studies are needed for new nutrition recommendations for HD patients who are already dietary restricted.
Patients with CKD are accepted as poor sleepers; nevertheless a favourable effect of appetite and intake of certain nutrients on sleep quality was proven in this study. Given the consequence that socio-demographic characteristics were not different between poor or good sleepers, in addition to the elimination of physiologic factors influencing sleep quality in CKD and HD patients at baseline; appetite influencing the nutritional status and intake of patients was the major component. In conclusion, this meant that improving nutritional intake of the patient will be able to increase his/ her sleep quality. The finding that poor sleeping patients had lower nutrients intake is crucial for dietitians to be aware and patients to well nourish in terms of preventing such a vicious cycle.
